
130 CMR DIVISION OF ,MEDICAL ASSISTANCE 

433.454: AnesthesiaServices 

(A) PAYMENT 
(1) Payment for anesthesia services is detcnnintd by a system of base anesthesia units 
and TO,E units. The surgery and medical SERVICE codes and descriptions list the number 
of base anesthesia units fop e& SERVICE To this number. the Division adds one 
additionalunitfor e&qu~crhour or themof. provided such fraction equals or 
wrcecds five minutes. d g to tbe TIME-UNIT inforlnation entQcd on the claims form. 
Ifm,bssaaaesrheriounitsuelisoedfa.#TViCG.p.)rmartisdaaminedbytimc~~ 
ALONE Ihetinle-unitperiodbaginsutbcmomentoftbe.ctllrladmiaiarrrionofthc
ANESTHETICAGENTANDENDSWHENTHEANESTHETICPROCEDURETERMINATES (ScCtheiIwndms
in SUBCHAPTER 5 of the PHYSCIAN MANUAL for compktbg Block 19 of the claim f a )  
(2) THEBASEANETHESIAUNITSLISTEDWITHTHESERVICECODESANDDESCRIPTIONSARETHE 
MAXIMUMNUMBEROFBASEUNITSUSEDTODETERMINETHEFEE THE UNITSNUMBER OFBASE IS. .thesune.~ofthetypeoflnesthesirdmuusmed.including acupuncTuRe (see 
130 CMR 433.4Sqc)) 
(3) Whea ANESTHESIA is ADMINISTERED for mdtiple surgery PROCEDURES only the base
ANESTHESIAUNITSFORTHATPROCEDUREWITHTHELARGESTNUMBEROFUNITSWILLBEAPPLIEDIN 
computing the maximum allowable fee. 

(B) SERVICES Provided bv a Nurse-ANEsthEtisT ANESTHESIA services providedby a 
nursE-anEsthEtist anz reimbursABLE only if the nursE-anEsthEtist meets the following conditions: 

(1) is authorid by law to perform the SERVICESfor which payment is 
(2) is a full-time employEEof the physicianand is not a salaried employee of the 
hospital; and 
(3) performs the SERVICESunder the direct and continuous supervision of the physician. 
The physician must be in the operatingsuite and RESPONSIBLE for no more than two 

operating rooms Availability of the physician by telephonedoes not constitute direct and 
continuous SUPERVISION . 

(0ACUPUNCTUREas an Anesthetic. Evidence indicates that ACUPUNTURE may be safely and 
effectively used in lieu of a general anesthetic. The Division will pay for acupuncturE only 
as a substitute for conventional surgical ANESTHESIA 

433.455: AbortionServices 

(A) ELIGIBLERECIPIENTS The Division pays for abortion savi- providedto M e d i i  
Assistancerecipients(categories of assistance 00. 01, 02. 03. 05. 06. 07, and 08). For 
information on reimbursable services for recipients of . t h e  Emergency Aid .to .the Elderly. 
DISABLED and Children Program (category of ASSISTANCE 04). see 130 CMR 450.1 11. 

(B) JZeimbunrbleService% 
(1) me Division w i ~pay for an abortion savi= a both of the fouowing CONDITIONSart 
met: 

(a) the abortion is a medically naxssary abortion, or theabortion is performed upon 
avictim of or incest when such rape or incest has bcen nponcd to a law 
ENFORCEMENTagency or public health SERVICEwithin 60days of the incidenc and 
(b) tke abortion is pafdin AC with M.G.L. c. 112. 88 12K 
through nu. except as PROVIDER uda 130; CMR 433.455@)(2). 

(2) For the purposes of 130 CMR 433.455. a medially necessary abortion is one that, 

a c c d i g  to the medical JUDGMENTof 8 licensed physician. is neccswy in light 9f all 

factors affecting the woman's HEALTH 

(3) Unlcss othuwise indicated. rllABORTIONSrefemd to in I 3 0  CMR 433.455 are payable 

abortions as defied in !u)CMR 433.455@)(1) and (2). 


(C )  Assurance of Recipient RIGHTS No PROVIDER shall use any form of coercioninthe 
provision of abortionservices. Neither theDivision nor anyprovider.norany agent or 
employee of a provider. shall mislead any recipient into believing that a decisionto have Or 
not to have an abortion will adversely affect the RECIPIENT entitlement tobenefits or services 
for which the recipient would otherwise be eligible. The Division has STRICTrequirements for 
confidentiality of recipient records for abortion services as well as for a11 ocher medical 
services reimburs?b\ceuTdcr the Medical Assistance Program. 
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136*&R: DIVISION OF MEDICALASSISTANCE 

433.455: continued 

(3) THIRD-TRIMESTER A m .  A THIRDTRIMESTER ABORTION must be performed by a 
lidand QUALIFIED physician only in a hospital licarrod by the DEPARTMENTof Public 
Health to perform abortions and to provide FACILITIES for obstetric services. 

(E) CERTIFICATION for PAYABLE Abortion h AU physicians must ATTACH acompleted 
CERTIFICATION for Payable Abortion (CPA-2) form to each claim form submined to the 
Divisionforapayable abortion. (INSTRUCTIONS for obtain@ the CERTIFICATION for Payable 
Abortion formarc in Subchapter5 of thePhysicionMANUAL.) To identify those abortionsthat 
meet federal reimbursement STANDARDS specified in 42 CFR 449.100 thmugh 449.109, the 
Divisionmust SECURE on the CPA-2 form the CERTIFICATIONS described in 130 CMR 
433.455@)(1). 0,a d  (3). when applicable. For all MEDICALLY NECESSARY abortions not 
included in 130 CMR 433.4550(1). (2). or (3). the CERTIFICATION described in 130 CMR 
433.455@)(4) is required on the CPA-2 form. Ihe physician must indicate on the CPA-2 
form which of the following chumstances is APPLICABLE and must compkte that portion of 
the form wikthcA P signatures. 

(1) Life of the Mother Would Be Endan-. ?heattending physician must ocrtify 
that, in his professional judgment. thi life of the mother would be endangered if rhc ~ 

pregnancy were carried to term. 
(2) SEVERE and Lone-Lasting DAMAGE to Motha's PHYSICAL Health. The attcndiig 
physicianandanotherphysicianmust u c h  CERTIFY that, in his or herprofessional 
judgment, severe and long-lasting damage to the mother's physical health would result 
if the PREGNANCYwere carried D term. At least one of the physicians must also . c e r t i f y  

that he or she is not an "inmestad physician'. defined hatinas one whose income is. 
diractly or i n d i i y  affected by thefeepaid fop the performance of the abortion: or who 
is the spouse of, or anotha RELATIVEwho lives with.a physicianwhose income is directly 
or i n d i i y  affected by the fee paid for the performance of the ABORTION 

(3) Victim of Ram or INCEST The physician isRESPONSIBLE for submittingwith the claim 
formsigned DOCUMENTATION fmm a law ENFORCEMENT agency a publichealthservice 
certifying that the p m o n  upon whom the procedure was performed was a victim of rape 
or INCEST that was REPORTED to the agency or m i c e  within 60days of the incident. (A 
public health SERVICE is DEFINE as cithcr.yagency of the faled. state. or locai 
GOVERNMENTthat pv ides  healthorMEDICAL SERVICES aa ruralHEALTH clinic, provided that 
theagency's principal function isnot the performance of abortions.) The documentation 
mustinduderhe~tcoftheincidenSthedrtethenponwumde.then;uncandaddrrss 
of the victim and of the pason  who made the REPORT (if different from the victim). and 
a statement that the report included the signawe of the person who made the report. 
(4) Other MedicallY NECESSARY Abortions. The actendingphysicianmust ccmfy that. 
in his orher MEDICAL judgment.for =sons otha than those described in 130 CMR 
433.455(E)(l). (2). and (3). the abortion performed was necessary in light of d l  factors 

8 affecting the mother's health. 
!! i l '  8 . . 
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130 CMR DIVISION OF MEDiCALASSISTANCE 

' 433.456 Sterilization SERVICE Introduction 

I 

.. .(0Locations in W h i i  STERILIZATIONS Mav Be PERFORMED 
(1) Male STERILIZATION by VASECTOMY must be paformed by a LICENSED physicianina 
PHYSICIAN’Soffice, hospital, or AMBULATORY STERILIZATION clinic. 
(2) Fanale STERILIZATIONS by LAPAROSCOPY must be perfamred by a licensed physician either 
in a hospital or ambulatory STERILIZATION clinic. AU other types of female sterilization 
must be performed by a LICENSED physician in a hospital. 

@) Assurance of RECIPIENTS Righe. No provider shall use any form ofcoercionin the 
provision of STERILIZATIONS services. Neither the Division nor any provider, nor any agent or 
employee of a provider, shallmislead any recipientinto believing that a decision to have or 
not to have a sterilization will adversely affect the recipient's ENTITLEMENT to benefits or 
servicesfor whichtherecipientwould otherwise be eligible The Division has strict 
requirements for confidentiality of recipient RECORDS for sterilization services as well as for 
all ocher medial services reimbursable underthe Medii1 Assistance Program. 

433.457: Sterilization Services: Informed Consent Reauk­

(A)Consent When Obtained.Be 
(1) Informed consent for sterilization must be given by the recipient at least 30 days, 
but not more than 180 days, before the date of h e  STERILIZATION procedure. except in the 
case of prematuredelivery or emergencyabdominal way. A recipient may be 
sterilized at thetime of a prematureDELIVERYor emergency abdominal surgery if at Iwt 
72 hours have parsed S the recipient gave informal consent for the STERILIZATIONS In 
the case of premature DELIVERY the informed consent must .have -been given at least 30 
days before the expected date of DELIVERY 
(2) Informed consent for sterilization may not be obtained or given while the recipient 
requesting STERILIZATION is: 

(a) in labor or CHILDBIRTH 

(b) stelring to obtain or obraining an abortion: or 

(c) under the influ- of alcohol or 0 t h ~ 
SUBSTANCES that affect the individual's 
state of mind. 

(B) Obtainina CONSENT 
( I )  The pason who obtains consent (for cxample,,a physician, nursE, or counselor) must 
orally inform the recipient questing STERILIZATION of aU of the following:

(a) advice that the recipient is free to widrhdd or withdrawconsent for the 

procedure at any time before the sterilization without affectingthe right to future care 

or TREATMENT and without loss of any federal- or State-fundedprogrambenefitsto 

which the recipient otherwise mightbe entitled; 

(b)a.description of availablealternativemethods of FAMILY planning and birth 

control; 

(c)advicethatthesterilization procedure is irreversible; 

(d) a thorough explanation of the specific STERILIZATIONPROCEDURE 

(e) a full description of the discomfortsand risks that may accompany or follow the 

procedure. including an explanation of the cypc and possibleeffects of any anesthetic 

to be uscd; . .  , I I .  ,.,"CC i. .  
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433.457: continued 

. .(0PHYSICIAN b l a nrti04 Shordy Wor~rhe perf- of the sterilization procedure.
t h e p h y s i d r n ~ g t h e p ~ m e m u n o r p l l y i n f o r m t h e r o c i p I e n t o f a l l o f t h e  
informationand advice apedfied in 130 CMR 433.457(B)(iXa) dimugh (9. The physician's 
wrp)onationmrybemdeinthef~tyuponoraAad~~fbrtheprocedunorinthe 
physician's o f f ishortly before ADMISSION but may not be made at the timc of INITIALLY 
obtaining recipient consent The intent of the physicianexplanation is to offa the recipient 
a second explanation of STERILIZATIONinformation to ensure that the recipient fully understands 
the nature and consequencesof sterilization. 

433.458: Sterilization Services: Consent FORM 

(A) Jkauired Consent Form One of the following CONSENT for STERILIZATIONforms must be 
used (the distinction between the two forms ismade for FEDERAL REIMBURSEMENTpurposes only 
and will not affmthe PROCESSING of claims mode to the Division for sterilization services): 

(1) (3-18 - for recipients 18 duough 2 0  or caged 
(2) (3-21 - for recipients aged 21 or older. 
(Instructions for obtaining the Consent for Sterilization forms arc in Subchapter 5 of the 

Physician Manual.) 

(B) Comdctina the Consent Form 
(1) At the timcof consent, the consent form must be completed, signed; and-datedby: 

(a) the RECIPIENT 
(b) . the INTERPRETER if OM was provided; and 
(c) the pason obtainingconsent. (Ifthe physician is the p a s o n  obtaining CONSENT 
he must sign thisSTATEMENTat the timc of consent as well asdtcphysician's statement 
at a lata time.) 

(2) Afrcr the sterilization procedure is pafonned.the consent form must be completed. 
signed. and dated by the physician. 

( C )  Disuibutina the Consent Form. Theconsentform must be completed in triplicate and 
distributed as follows: **\ 

(1) the copy marked "1. Patient'' must be givcn to the RECIPIENT at the time of CONSENT 
(2) the copy marked "2. Physician" must be indudcd in the recipient'spermanent 
medical RECORD at rhc time of admission to the site where the STERILIZATIONi s  performed, 
and 
(3) the copy marked "3.StateAgency. Program or Project'' must be submitted with the 
provider's claim to the Division for sterilization services. 

(D) SUBMITTINGthe Consent Form. The physicianwho p c r f o d  the sterilization and the 
hospital. if the sterilization was performed in a hospital. must a&ch a copyof the cornplecd 
consent form to their claim FORMS submitted to the Division for sterilization services. When 
more than one provider is billing the Division for the same sterilization. photocopiesof the 
completed form may bc submitted in lieu of the original. 

130 CMR - 466 
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130 CMR DIVISION OF MEDICAL ASSISTANCE 

433.459: HYstERECTOMYServices 

(A) NONREIMBURSABLE Services. The Division will not pay for a HYSTERECTOLY provided to 
a recipient under the following conditions. 

(1) The HYSTERECTOMY was paformal solely for the purpose of sterilizing the 
recipient 
(2) ffthtnwasmorethanompurposcforthtproctdare,thehys~mywould 
nothrvckurpafomKdbutforthepurposeofsterilidngtherecipient 

(B) The Division will pay for PROCEDURE and HOSPITAL stays dw ut subject to the 
UTILIZATIONMANAGEMENTPROGRAMONLYIFTHEAPPLICABLEREQUIREMENTSOFTHEPROGRAMOF ' 
~in1300450.207thropgh450.211uesrt isf ied.APPENDIXIOFTHEPHYSICIAN 
MANUALCONTAINSTHENAME,ADDRESSANDTELEPHONENUMBEROFTHECONTACTORGANIZATIONFORTHE
UTILIZATIONMANAGEMENTPROGRAMANDDESCRIBESTHEINFORMATIONTHATMUSTBEPROVIDEDASPART 

of the REVIEW PROCESS 

(C) HYSTERECTOMY Intinmation Form. Tke Division will pay for a HYSTERECTOMY only when 
the appropriate section of the HYSTERECTOMY Infodon (HI-1) form is completed. signed. 
and dated as SPecifKd below. 

(1) Mor ACKNOWLEDGMENT Except under the CIRCUMSTANCES spccitied Mow, the 
recipient and haREPRESENATIVEifany. must be infonned d y and in writing before the 
HYSTERECTOMY operation that the HYSTERECTOMY will make ha pamanently incapable of 
REPRODUCING (Delivery in hand Of the HYSTERECTOMY (HI-1) form will fdfd 
the written requirement, but not the ORAL requirement) SECTION (B) of the Hysterectomy 
Idonnation (HI-1) form must be signed and dated by the recipient or her nprtsentative 
before the operation is p c r f o d .  as ACKNOWLEDGEMENT of receipt of this information. 
Whenever any surgery that includes the possibility of a HYSTERECTOMY is SCHEDULEDthe 
recipient must be refared to the Second Opinion PROGRAM informed of the consequences 
of a hysterectomy, and must sign and date section (B) of the HYSTERECTOMYInformation
m-1)FORM k f o n  surgery. 
(2) PRIORSTERILITY If the recipient is sterile prior to the HYSTERECTOMYoperation. the 
physician who paforms the operation must socertify,describe thecause of sterility, and 
sign and date d o n  ( a 1 )  of the HystERECTOMY Information (HI-1) form z 

(3) EMERGENCY SURGERY If the HYSTERECTOMY is paformed in an EMERGENCY under 
circumstances that immediately Tthe recipient's life, and if the physician 
determines that obtaining the recipient's prior acknowledgment is not possible, the 
physicianwho performs the HYSTERECTOMY must so certify,describe the nature of the 
EMERGENCY a d  sign and date section (QQ) of the HYSTERECTOMY Information (Hl-I )  
form. The requiremenoof theTargetedPROCEDURE REVIEW Cornponeatof the UTILIZATION 
Managemart Program will be waived if the physiciAN.cpcIIcJ to the claim form a 
medical REPORT documenting the need to perfom the proccdun on an emergency BASIS 
(4) * Retroactive ELIGIBLITY If the HYSTERECTOMY was paformcd during the period of a 
recipient's RETROACTIVFE eligibility. the PHysiciaN who pecronnad the hysterectomy must 
a m f y  thrt one of the following -aisted at dre obne of the operadon: 

(a) the woman was informed before the operation th8t the hysterectomy would make 

her sterile (the physician.must sign and date section (DXI)of the HI-I FORM 

(b) the woman was sterile befmthe HYSTERECTOMY was puformed (the physician 

must sign,date, and describe thecause OFSTERILITY in section (DX2) of the HI-1 form): 

or 

(c) the hysterectomy was p u f o d  in an EMERGENCY that immediately threatened 

the woman's life and the physician detamined that it was not possibk to obtain her 

prior acknowledgment (the phys ic i  must sign, date, and describe rhe nature of the 

emergency in d o n  (D)(3) of the HI-1 form). 


(D) Submission of the HYSTERECTOMYInformation FORM Each provider must anach a copy 
of the completed Hysterectomy Infomution (HI-1)form to each claim form submittedto the 
Division for hysterectomy SERVICES When more than one provider is billing the Division for 
the same hysterectomy. photocopies of h e  completed form may be submitted in Lieu of the 
original. (INSTRUCTIONS forobtainingtheHysterectomy INFORMATION (HI-I) form are in 
Subchroter 5 of the Physician Manual.)
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IZCMR: DlVISlON OF MEDICAL ASSISTANCE 

433.460:The NORPLANT SYSTEM ofCONTRACEPTION 

(C)  Patient Selection. COUNSELINGMor to M o m  and Follow-UP. 
(1) In order to prevent pREmature REMOVAL of NORPLANT die Division qu i re s  careful 
patient relcction and COUNSELINGprior to insertion. COUNSELING must be in accordance 
with the nwuf.caua's GUIDELINES and must include a d d d  discussion of potential 
side effects, CONTRAINDICATIONS benefits and risks, md other CONTRACEPTIVE options. 
Payment foracounselingvisit prior to the day of insenion is included in the 
REIMBURSEMENT for insation of Norplant If the recipientdecides not to proceed with the 
implant after counseling. the provider should bill the COUNSELING as an office visit 
(2) An office visit followingINSERTION is also required 8s a condition of reimbursement 
The visit must includean examination of the INSERTIONsite for complications. a review of 
potentialside effects, and follow-up instructions Payment for the follow-upvisit is 
includedia the REIMBURSEMENTfor insertion and REINSERTION If mort than one follow-up 
visit is nectssary. the provider must billeach as an o m  visit 
(3) TIC provider must makeevery &fort possible toensure that the recipient rcm for 
'the follow-upvisit. This shall include, butnot be limited to.schedulingthefollow-up ' 

appointment on the day of inserrion. recording the day of the follow-up appointment in 
therecipient's CHART mailing a REMINDER notice to the recipient. and reminding the 
recipient by telephone during the weelc of the scheduled rppoinm#nL The provider must . 
document in , t h e  medical record the efforts made to ensure drat the recipient rctums for . 
the follow-up visit. In order to ensure payment for the PROCEDURE the provider mustalso 
document if the recipient fails to return for the follow-up visit 

(D) Service Limitations 
(1) The Division wiU pay for the insation and REINSERTION ofNorplantforfemale 
recipients of CHILDBEARING age with mensmal histories. Tbe Division will pay for the 
runoval of Norplant for female recipients of all ages. 
(2) 'Ihe Division will p y  for the INSERTION or reinsation of Norplantonly once per 
recipient pa five-year period. 
(3) If the RECIPIENT has a Norplant device implanted. no other form ofCONTRACEPTION 
should be PRESCRIBEDwith the exception of CONDOMS If the Norplant deviceis removed 
for any reason,however, the Division will pay for ALTERNATIVE types of contraception. 

(E) PAYMENT 
( I )  Reimbursement for the sav ins  related to Norplant includes both the professional 
and the TECHNICAL componentsinvolved. Therefore, if a facility bills theDivisionfor 

services.theindividualpractitionerwho actudly performed theservice maynot bill 

separately for the same services. 

(2) The Division will reimbursea l l  PROVIDERSfor Norplant services at h e  rate set by the 

Massachusetts Rate Setting Commission for those services
( I  14.3 CMR 16.00 and 17.00). 

130 CMR - J65 
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433.463: DRUGS Introduction 

(A) RECIPIENT COPAYMENTS The Division quiresunder CERTAIN ~onditionsthat RECIPIENTS 

make a copaymentto the DISPENSING pharmacy for cach prescriptionfar all drugs (whether

LEGEND of nonlegend)reimbursable under the Medical ASSISTANCE PROGRAM The COPAYMENTS 

REQUIREMENTSaredetailed in theDivision's adminisTRAtive and billingREGULATIONS at 130 CMR ­


450.130. 

(B) ELIGIBLE RECIPIENT 


(l)(a) ForMedical ASSISTANCE recipients (categoriesof assistance 00.01.05 03.05.06. 

(C) Service Limitations. The Division will pay for LEGend drugs that-=approved by the 
U.S. Food and Drug Adminisnation. except as OUTLINEDbelow. The Division will pay for the 
nonlegend drugs listed in the Nonlegend Drug LIST this list is sent to pharmacies by the 
DIVISION In order to be reimbursable, LEGENDand nonlegend drugs must be manufAcTUREd by 
companies that have signedrebare agreements with the U.S. SECRETARYof HEALTH and Human 
Services pursuant to section 4401 of the Omnibus Budget Reconciliation Act of 1990. A list 

. of the companies that have signed rebate AGREEMENTS is etto phaRmciEs by theDivision. 
I (1) -. For drugs listed in the Massachusetts List,of

Interchangeable Drugs (105 CMR 720.000) or any SUPPLEMENThereof. the Division will 
paynomorethan the maximumallowable cost (MAC) or MASSACHUSETTS maximum 
allowable cost (MMAC)unless: 

(a) the PRESCRIBERhas requested and rcceivd prior AUTHORIZATION from the Division 
for a nongenericmultiple-source drug (see 130 CMR 433.465). With the prior 
authorization requestto the Division, the prescriber must submit written supporting 

documentation statingthe rthe recipient'smedical condition requires the 

NONGENERIC drug;or 

(b) the prescriber haswritten on the fact of the pREscription in his own handwriting 

the words "brand name medically necessary" under the words "no substitution" in a 

manner consistent with applicable state law. "ewords must be written out in full 

and may not be ABBREVIATED 


(2) Minor TRANQUILIZERS 
(a) The Division will notpay for any drug that is classified by the Division as a 

4 minor TRANQUILIZER with the following urciptions: 
i 1. genericchlordiazepoxide; 

2. GENERICDIAZEPAM 
3. gEnERiclorazepam; 
4. generic oxazEpAm; and ' \  

5. GENERICTEMAZEPAM 
The list of drugs that the Division has classifid as minor tranquilizers is sent to 

. 9  pharmacies by the Division. 

(b) The Division will pay for otherwise nonreimbursable minor tranquilizers only 

if the prescriber has requested and received prior authorization from the Division
(see 
130CMR 433.465). Withthepriorauthorizationrequest to the Division,the 
prescriber must submit written supporting documentation of medical necessity. 
(c) In an emergency where a recipient is brought to a hospital emergency room, if 
the prescriber wishes toprescribe an otherwise nonreimbursableminor tranquilizer for 
that emergency. the Division will pay a hospital pharmacy for a maximum 14-day 
supply without prior authorization. The Division will pay only a hospital pharmacy. 
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130 CMR DIVISION OF MEDICAL ASSISTANCE 

433.1163: continued 

(3) Antiulcer DRUGS 
. (a) The Divisionpays for a maximum 6O-day supply of ANTIULCER drugsper recipient 
p a  six-month PERIOD commeecing with the 6rst PRESCRIPTION filled (ywor refilI) 
a f t e r ~ 1 . 1 9 9 0 .  
Withhltt#six-monthpaiOdonl~i�thepnsaiberhrsreqmsDedand~pior
authorizationfrom theDivision (s&130CMR433.465). With tbc piaa m 
req~tothcDiv is ion,drepr tsa iba~sakni twr i t rm~docmnentat ioa 
i n d i c a t i n g t h a t t b c ~ i s o n ~ ~ y f o p o l # o f t h e ~ ~  
CONDITIONS OR MUST SUBMIT OTHER DOCUMENTATION OF MEDICAL NECESSARY 

1. DUODENALORGASTRICULCER 
2 ZOLLINGER-ELLISONSYNDROMEOR 
3. GASTROESOPHAGEALREFLUXDISEASE 

@) ANTIULCERDRUGSINCLUDE,BUTARENOTLIMITEDTOSUCHDRUGSASHISTAMINE(H2) - - ANDSUCRALFATE 
(c) -=my of- ANITULCER drugs for use on the ­
daywillbecoonaedassaprnae&ys’Eppplies. ForcxanpIle,aphyslcianhas
PRESCRIBED100SUCRAFATETABLETSWITHADOSAGEOFONETABLETFOURTIMESADAY 
25-daysapply)andhasalsoprescdbadforthcsame~~tforuseontfiesame
DAYS50RANTITDINETABLETSWITHADOSAGEONETABLETTWICEADAY 
For purposes of calculating the days’ sapply of antiulcer drugs, the days’sapply of 
each of the dispensed drug is added toguk. Therefore, this recipient would now 
have used a %day supply of ANTIULCER drugs. 

pays SUPPLEMENTSlisted(4) for 
INAPPENDIX OFTHE 

potassium
PHARMACY MANUAL ‘IhislistissenttopharnrrrciesbytheDivision. 

The Division will also pay for a potassium supplement not listed in Appendix I if the 
PRESCRIBERhas requested and receivedplior AUTHORIZATIONhmtheDivision (see130 
433.465). With theprior authorizationrequest to the DIVISION thc PRESCRIBER must submit 
written supporting documentation of the medical necessity of the drug. including the 
reason why none listed in APPENDIX I woald SUFFICE 
(5) TOPICAL Acne hues. The Division docs not pay for topical a& products unlesstbe 
prescriber hasrequested andRECEIVEDPRIOR authorization hmtheDivision (sce130 CMR 
433.465). The Divisionwillgrant prior authorization onlyfor CASES of s e v ~ cacne. Wlth 
the priorauthorizationrequest to the Division. the PRESCRIBER mustsubmit written 
supporting documentation of medical necessity. 
(6) COSMETIC DRUGS The Division does not pay for drugs used for COSMETIC purposes 
or for hair growth. 
(7) NICORETTE The DIVISION docsnotpay for Nicorette or any other drug used for 
smoking CESSATION . .  Division not(8) METHYL PHENIDATE @tab) and Am- * . The doespay for . 
methylphenidate (Ritalin).amphetamines (inclrding in combination), or 
anyothudmgwhcntheyarcusedforcontroloftheappctite wburprccribedforthe 
treatment of HYPERKINESIS howcva, such drugs arc m e without prior
authorization until the RECIPIENTreaches his or h a  17th birdday if the PRESCRIBER writes 
on the PRESCRIPTIONthewords ”forHYPERKINESIS All other llscs of amphetamines quire 

prior authorbation (sce130 CMR 433.465). 

(9) NONLEGEND Vitamins. Tht Division pays for NONLEGEND vitamins only if they arc 

INCLUDEDINTHENONLEGENDDRUGLISTANDTHENONLYWHENTHEYAREDISPENSEDTOINFANTS 

or children until thcy reach their third BIRTHDAYor b pregnant women. Garaal multiple 

vitamins NF (National Formulary) in a unit of 100 arc reimbursable withoutage 

remitxion. 

(10) Fluorides. The Division docs not pay for plain fluoridesfor recipients agcd 12and 

ova unless the prescriberhas requesacd andreceivedpriorauthorization from the 

Division (see130 CMR 433.465). With the prior authorization request to the Division, 

the PRESCRIBER must submit written supporting documentationof medical necessity. 


* 	 (11) IRON The Division pays only for those iron preparations included in the NONLEGEND 
Drug List 
(12) PERSANTINE The Division docs notpay for Persantine or any other dipyridamole 
forwhichthe U.S. Food and Drug Administrationhas granted the labeling and usc 
indication described in 130 CMR 433.463@)(12) unless the prescriberhas requested and 
received prior authorizationfrom the Division(see130 CMR 433.465). The Division will 
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433.463: continued 

grant prior AUTHORIZATION d y  for an indication approved by the US. Food and Drug. .Admuusdon (CURRENTLYas an adjunct to coumarin anticoagULants in the prevention of 
postoperative THROMBOEMBOLICcomplications of CARDIAC-VALVE rqhcamlt). 
(13) J-css-Than-Effcuive DRUGS The Division does not pay for drug products
( ~ l ~ g ~ s i m i l i a r , o r r t l a t t d d m g p r o d a c r r ) t h a t ~ u ~ . F o o d a D d D r u g. .ADMINISTRATIONHASPROPOSEDINANOTICEOFOPPORTUNITYFORHEARING(NOOH)TOWITHDRAW 

. ~mthemarlo#bccarrsctheylackoubstantialevidenceofe&ctiva#sjforalllabeled. .  .
INDICATIONS (Exmpks of drug PRODUCTS affeaadby 130 CMR 433.463(cx13) are listed 

inAppenakHofthePlgdciunMmural).
.. . .
(14) IMMUNIZINGBIOLOGICALS and TUBERCULAR mags­

@) IMMUNIZINGBIOLOGICALSANDTUBERCULAR(TB)DRUGSAVAILABLEFREEOFCHARGE
THROUGHLOCALBOARDSOFPUBLICHEALTHORTHROUGHTHEMASSACHUSETTSDEPARTMENTOF 
PutdicHerlthmnot- I f b r c d p h t h u a ~ h o w c v e r , t h e  
DivisionwillpryfordcefollowinOdrugsforanonambaloaory~twhocPnnot 
atmdontoftbcDepurmentofhblicHealth~ Isoniazid,MyaMBUAL,and 
PAS.  All otha such drugs reqh@orAUTHORIZATION (see 130 CMR 433.465). 
(b) 130 CMR 433.463(0(14)(a) notwibrscandiag, dre Division does payfor 
pneumococal vaccine when dispeDsed to a NONINSTITUTIONALIZED recipient 

(15) fitacid& The Division pays only for antacids dispumi to a NONINSTITUTIONALIZED 
RECIPIENT Raimbmsableanatacidsincludethose legend DRUGS mamfkmdby companies 
t h a t h a v e s i g n e d n b a t e ~ ~ w i t h t h e U . S . ~ o f ~ t h a n d H u m a n S a v i c e s  
pursuant to Section 4401 of the Omnibus Budget Reconciliation Act of 1990. and only. 
those NONLEGEND drugs listed in Appendix F of the PhArmAcy MANUAL that arc 
manufacturedby companies thathave signed rebate agreements. A list of the companies 
that have signed REBATE AGREEMENTSis sent to pharmacies by the Division. TheDivision 
paysfor other antacidsonly if the PRESCRIBER has reqaestcd and received prior 
authorization from the Division '(set 130 CMR 433.465). With the prior authorization 
request to the Division, the PRESCRIBER must submitwritten sqponing docrunentaton of 
medical ncecssity. 
(16) LAXATIVES and Stool So- The Division does not pay for laxatives or so001 
softeners unless the prescriber has quested and dvcdprior authorization from the 
Division (see 130 63MR 433.465). With the prior authorization request to the Division, 
the PRESCRIBER must submit written supporting DOCUMENTATIONof medical necessity. 
(17) Cough and Cold barations Ttie Division does not pay for LEGEND or nonlegend . 
preparationsthatconmin a decongestant, antitussive,or EXPECTORANT as a majorINGREDIETN 
or anydrug used for the symptomatic relief ofcoughs and colds, when they aredisparsed 
to a NONINSTITUTIONALIZED recipient. 
(18) PROPOXYPHENE The Division does not pay for any drug product thatcontains 
PROPOXYPHENE +==PC 

(a) propoxyphenE hydrochloride 32 mg; and 
(b) propoxyphenehydrochloride 65 mg. unless the PRESCRIBER has requested and 
d v e d  prior authorization drom the Division (see 130 CMR 433.465). W~ththe 
prior AUTHORIZATION quest to the 'Division, the PRESCRIBER must submit written 
supporting documentation of medical necessity. 

(19) HEXACHLOROPHENE PreParations The Division does not pay forpreparations 
containing HEXACHLOROPHENE U.S.P. as the major active INGREDIENT unless the PRESCRIBER 

, 	 has requestedand received prior authorizationfmm the Division(see 130 CMR433.465). 
With the prior authorization request to the Division, the PRESCRIBER must submit written 
supporting documentationof medical n&ity. 
(20) Sex-ReAssiGnmEntHormone THERAPY The Divisiondoes not pay for drags related 
to sex-reassignment surgery. with the exception of posTsurgERy hormone therapy. unless 
the prescriber has rcquestcd andreceivedpriorauthorization from the Division (sec 
130 CMR 433.465). With the prior authorization request to the Division, the PRESCRIBER 
must submit wriacn supporting documentationof medical mctssity. 
(21) Unit-Dose Distribution SYSTEM The Division does not pay any additional fees for 
dispensing drugs in unit dose. 
(22) Fertility DRUGS The DIVISION does not pay forany drugs used to treat male or 
funale INFERTILITY (specifically including, but not limited to. A.P.L.. chorionic 
gonadotropins, CLOMID clomiphines. hCg. menotropins. MILPHENEPERGONAL PREGNYL 
Profasi. PRofasi HP.and SEROPHENE 
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(A) Written PRESCRIPTIONSREQUIREMENTS Exccpt as provided in 130 CMR 4 3 3 . m ) .  
legend drugs and nonlEGENd drugs anREIMBURSABLE only after the pharmacy has chained a 
written prescription signed by an authorid prescriber. All PRESCRIPTIONS written by . 
prescribes in MassachUsSETTs must be written on a PRESCRIPTION form approved by the 
MASSACHUSETTSDEparTment ofPublic HEALTH (GenERic Drug Law. UG.L c. 1 12.0 12D). The 
PRESCRIPTION must contain the foIlowing information: 

(1) the RECIPIENT’S name and tddnss 
CL) THEDRUGNAME,STENGTH,DOSAGE,SCHEDULEANDQUANTITY 

(3) thenumbcrofamhoriz&refill$ 

(4) thePRESCRIBER’S name, ADDRESS andDrug EnforcementAdminismion @EA) number 


(5) the PRESCRIBER’S SIGNATURE @rtprintedor rubber-stamped SignaTURES arc invalid): and 
(6) THEDATEONWHICHTHEPRESCRIPTIONWASSIGNEDBYTHEPRESCRIBER 

. .(B) Waiver of Written PRESCRIPTION REQUIREMENT 130 CMR 433.464(A) notwithstanding,
ANORAL/TELEPHONEPRESCRIPTIONORDERASDEFINEDINMGLC94C&20CANDCONTAININGTHE 
information listed in 130CMR 433.4byAXl) through (A)(4). is ~ccognizcdas a valid 
prescription only in tho following cases. 

(1)The drug prescribed is listed in Schedule VI of the MassachuSeTTS Controlled 
Substances Act 
(2) For arecipient in a nursing home or rest home: the 'drug prescribed is listed in 
Schedule KU,IV,V,or VI'of the Massachusetts Controlled Subseances Act 
(3) The prescriber STATES that an EMergency exists. In an emergency. the drug must be 
dispensed in compliance with state and FEDERAL regulations and in accordance with the 
following REQUIREMENTS 

(a) the drug quantity may notexceed a 72-hour supply. and 

(b) the PRESCRIPTION maynot be dilled. 

The PRESCRIBERmust give anoriginal written prescription thatconfonns with 130 CMR 


433.464(A) to the pharmacy within 72 hours afta the OraL/TelEphone orda for a chug 
listul in SCHEDULE Il of the Massachusetts Controlled Substances Act, or within Seven 
days after theoraL/teLEphone order for a drug listed in Schedule m. N.or V of the 
Massachusetts Controlled Substances A a  e 

(C) Refills. A prescriptionmay be refitled for thenumber of times authorized by the 
prescriber. to a maximum of five refills. No refillmay be dispensed aftn six months from 
the date of the original PRESCRIPTION The absence of an indication to refill by the prescriber 
renders the prescription 'mnrcfillable. 

433.465: DRUGS Prior Authorization REQUIREMENTS 

(A) If the limitations on reimbursabledrugs specified in 130 CMR 433.463@3 would result 
in inadequatetrcatmcnt for adiagnostd medicalcondition.thephysician may submita written 
request for prior authorization for an othawist nonreimbuSabledrug. 

(B) AU prior authorization requests must b~ submi~redin acco~&ce with the instructions 
for requesting prior authorization in Subchapter 5 of the Physician MANUAL If the Division 
approves the request, it will notify the physicianandassign a prior authorization number that 
must be written on the prescription. i 

433.466:DurableMedical EQUIPMENTand Medica/SurGicalSUPPLIES Introduction 

(A) ELIGIBLERECIPIENTS For Medical Assistance recipients (categoriesof assistance 00.01, 
02.03.05.06.07. and OS). the Division pays forthe purchase, rental. and repair of durable 
medicalequipment,andthepurchaseofmEdical/surgicalsupplies. For information on 
reimbursableservices for recipients of the EmergencyAidtotheElderly,Disabledand 
Children Program (category of assistance 04).set 130 CMR 450.1 11. 
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130 CMR: DIVISION OF MEDICAL ASSISTANCE 

433.466: continued 

(c)f l , ! ! !  
(1) The Division will not pay fbr clunk medical equipment or MEDICAL/SURGICAL
SUPPLIESTHATAREEXPERIMENTAL INNATUREUNLESSPRIORAUTHRORIZATION HASBEENOBTAINED 
(2) The Division wm not ply for norunedial equipem or supplies. Equipment that 
iswsdpimrrilytadcusmndyforrnonmedialpllrposewillnotbeconridaed 
medi i  EQUIPMENT even if such equipment has a MEDICALLY datal us& For example. 
cquipmatwho#~fmctionisaavironmarPlcoaadcomforSorconvtnitnce.or 
thrtisptwidedprirmrilyfotdrecomfortotconvenienceofapasoncaringforthe 
RECIPIENT or that iscurtomuily used topromote physical FITNESS is not reimbursable. 
(3) The Division will not pay for donMe medical equipment or medicaL/surgical
supplics that an not both ncasmy urd reasonable for the TREATMENT of a recipient's 
medical COnditiMI. This includex 

(a) items thatcannot rrasonably be expected to make a meaningful contribution to 

the TREATMENT of a recipient's illness or injury or to the improved functioning of a 

recipient's malformed body member; and 

(b) items that arc substantially more costly thana MEDICALLY appropriate and feasible 

alternative pie# of equipment or that serve essentially the same purpose asequipment 

already avpilabk to the recipient. 


(4) The Division will not pay for standard medical and surgical treatmentproducts. 
goods. and HEALT-RELATED items provided to recipients who reside in hospitals. nursing 
homes. or rehabilitation facilities. 

EQUIPMENT and MEdicaL/SURGical SuDdia: PRESCRIPTION433.467: Durable MEDICAL REQUIREMENTS 

The purchase or mtal of durable medical equipmentand fhepurchase of medidsurgical * 
supplies are reimbursable only whenprescribed in writing by a licensedphysician. The 
equipment and repair servicesmust be furnishedby a participatingMedicalAssistance 
provider. The prescription must include the following information: 

(A) the recipient's name. addrtssand RECIPIENTidentification n u m k  

(D)the estimated length of TIME that the EQUPMENT or supplies will be used by the 
RECIPIENT 

(E) the location in which the recipient will c u s t o d y  usc the equipment or supplies; 

(F) the physician's address and telephone numbq a@ 

(G) the date on which the prescription was signed by the physician. 

433.468: Durablc Medical EQUIPMENTandMEdiCAL/SurGicalSuDDlies: Rior Authorization REQUIREMENTS 

The Division rcquins that the durablemedicalequipmentprovider obtain prior 
authorization as a prerequisite for payment forO e d n  durabk medical equipment. including 
hospital beds and wheelchairs. ccruin durable medical equipment repair services. and certain 
mEdicaL/surgical supplies.Therequest for priorauthorizationmust be submitted by the 
durable medical equipment provider on the appropriate Division form. The physician must 
complete and sign Sections 1.2. and 3 of this prior authorization form (see the instructions 
for requesting prior authorization in Subchapter 5 of the Physician Manual). 
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I 3 0  CMR: DlVlSION OF MEDICALASSISTANCE 

433.169: OXYGEN and Resobtow THERAPY EQUIPMENT 

(A) ELIGIBLERECIPIENTS ForMedical ASSISTANCE RECIPIENTS(catEgoriEsof ASSISTANCE 00.01. 
02,03,05.06.07. and 08). the Division pays for oxygenand respiratory THERAPY equipment 
as defined in 130 CMR 433.401. For information on rehnbursabk JcNicts for recipients of 
the Emagency Aid to the Elderly, DISABLED and children Program (categoryof assistance 
04). see 130 CMR 45O.111. 

(B) NonrcimbtrrsllMeServices. 
(I) TheDivision will notpay for ox- orRESPIRATORY THERAPY EQUIPMENTfor RECIPIENT 
INACUTE,CHRONIC,ORREHABILITATIONHOSPITALSORINSTATESCHOOLS 
(2) nle Division will n o t '  pay for oxygEn ot RESPIRATORY therapy equipment when 
p n r c r i b e d f o r a n a g a r y u s e o r o n m - ~ ~ " b u l s f o r ~ o r a i d i n g i n n r s t i n g  
FACILITIES 

(3) THEDIVISIONWILLNOTPAYFORRESPIRATORY 

EXPERIMENTALINNATURE,UNLESSPRIORAUTHORIZATIONFROMTHEDIVISIONHASBEENOBTAINED 
(4) 'Ibe Division will notpay for nonmedicAl equipment or SUPPLIES Equipment chat 
i s ~ p r i m a r i l y o n d ~ y f o r a n o n m c d i a l ~ i s n o t c o h d d e r r d m e d i c l l  
equipment. even if such EQUIPMENT has a medil ly  related use ForEXAMPLE equipment 
whose primary function isenvironmentalcontrol. don,or convenience is not 
REIMBURSABLE 
( 5 )  The Division will not pay for oxygen or respiratory therapy equipment that is not 
both naxsafy and reasonable for the TREATMENTofa recipient's pulmonary condition. 
This includes: 

(a) equipment or SERVICESthat cannot R\be orpccted to d e a meaningful 
contribution to the treatment of a recipient's pulmonary insufficien~,and 
(b) equipment or services that arc substantially more costfy than amedically 
appropriate,feasiblealternative or that serve essentially the same purpose as 
equipment already available to the recipient 

( C )  PRESCRIPTIONReQuiremenTS. The purchase of oxygen and the purchase or rental of 
respintory therapy equipment an REIMBURSABLE only when prescribed in writing by a licensed 
physician. The oxygen and the RESPIRATORYTHERAPY equipment must be furnished by a 
participatingMedical Assistance provider. The prescriptionmustinclude the following 
information: 

(1) the recipient's name. address and recipient identification numkr. 

(2) the specific identification of the PRESCRIBEDoxygen ;md equipment; 

(3) the medical justification for the use of the oxygen and EQUIPMENT 

(4) foroxygen: the PRESCRIBEDliter flow rate and fiequency.of treatment; 

(5) for RESPIRATORY THERAPYquipmarc: the frequency of use pa d a ~  

(6) the estimated length of time the oxygen or equipment will be uscd by the recipient; 

(7) the location in which the RECIPIENTwiU customarily use the oxygen or EQUIPMENT 

(8) the physician's address and telephone n u m k  and 

(9) the date on which the prescription was signed by the physician, 


(D) Purchases and Rentals REQUIRINGSRior Authorization. The Division requ i r rs  that prior 
authorization be obtained as a preREquisite to paymcnt for theoxygen and respiratory THERAPY 
equipment and services listed below. 

(1) purchase of my of the following REQUIRES*or AUTHORIZATION 
(a) respiratory therapy equipment costing morc rhan $35.00. and 
(b) gastous and liquid oxygen provided more than three months after the date of the 
physician's initial prescription. 

(2) Rental of the following q u i n t  prior authorization: 
(a) gastous- andliquid-oxygendelivery systems after a rental period of three 
months; 
(b) aspintors after P rend period of three months. 
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